-

.

w

AD-A

Al

Q.PORT DOCUMENTATION PAGE

-

1b. RESTRICTIVE MARKINGS

MMMWMMW

DISTRIBUTION / AVAILABILITY OF REPORT
Approved for public release;

3.

2b. DECLASSIFICATION / DOWNGRADING SCHEDULE

distribution is unlimited

4, PERFORMING ORGANIZATION REPORT NUMBER(S)
NMRI 93-24

S. MONITORING ORGANIZATION REPORT NUMBER(S) (9} ’

6b. OFFICE SYMBOL

63. NAME OF PERFORMING ORGANIZATION
(If applicable)

Naval Medical Research
{nstitute

72. NAME OF MONITORING ORGANIZATION
Naval Medical Command

6¢. AgORESS (th, State and ZIP Code)
901 Wisconsin Avenue

Bethesda, MD 20889-5055

.

7b. ADDRESS (City, State, and ZiP Code)
Department of the Navy

Washington, DC 20372-5120

8b. OFFICE SYMBOL

8a. NAME OF FUNDING/SPONSORING
(If applicable)

ORGANIZATION Naval Medical °
Research & Development Comman

1 9. PROCUREMENT INSTRUMENT IDENTIFICATION NUMBER

10. SOURCE OF FUNDING NUMBERS

8c. ADORESS (City, State, and 2IP Code)
8901 Wisconsin Avenue PROGRAM PROJECT TASK WORK UNIT
Bethesda, MD  20889-5044 ELEMENT NO. | NO. NO. ACCESSION NO.
62787A 3M162787 AB70-AR1288  [ON243536

11, TITLE (Include Security Classification)

Inconclusive hepatitis C virus antibody results in African sera

12. PERSONAL AUTHOR(S)

Hyams KC, Okoth FA, Tukei PM, Vallari DS, Morrill JC, Long G, Bansal J, Constantine N

“13a. TYPE OF REPORT 13b. TIME COVERED

FROM TO

14. DATE OF REPORT (Year, Month, Day)

[15. PAGE COUNT
1993 2 -

journal article
16. SUPPLEMENTARY NOTATION
Reprinted from: Journal of Infectious Diseases

1993; Vol. 167 pp.

254-255

COSATI CODES
GROUP SUB-GROUP

17.
FIELD

18. SUBJECT TERMS (Continue on reverse if necessary and identify by block number)
viral diseases; hepatitis C; epidemiology; serology

19. ABSTRACT (Continue on reverse if necessary and identify by block number)

DTIC

20, DISTRIBUTION /AVAILABILITY OF ABSTRACT

21. ABSTRACT SECURITY CLASSIFICATION
Unclassified

TAUNCLASSIFIEDAUNUMITED  [J SAME AS RPT.  [J OTIC USERS
22a. NAME O_F RESPONSIBLE INDIVIDUAL 22b TELEPHONE (Indude Area Code) | 22¢. OFFICE SYMBOL
Phyllis -Blum,”. Librarian, “(301) 295-2188 MRL/NMRI
DD i:ORM 1473, 84 MAR 83 APR edrtion may be used until exhausted. SECURITY CLASSIFICATION OF THIS &'
Al other editions are obsolete, UNCLASSIFIED

i

o




CORRESPONDENCE

93 6 1o

Inconclusive Hepatitis C Virus Antibody Results
in African Sera

Colleagues—In Affrica, the prevalence of hepatitis C virus anti-
body (anti-HCV) is low compared to the frequency of serologic
markers of hepatitis B, but high levels of false-positive anti-HCV
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ELISA results have been reported [1-3]. To investigate the
causes of false-positive results. sera from 688 outpatients living
on the eastern coast of Kenya were evaluated.

Sera and epidemiologic data were originally obtained in 1987
for a survey of hepatitis B and arboviral infections [4. 5. Sera
had been stored for 4 years at —70°C before testing for anu-
HCYV by ELISA using a second-generztion test kit (Abbott). The
mean ELISA optical density ratio (ODR = mean test optical
density/cutoffl optical density) was calculated as previously de-
scribed [6]. All sera repeatedly reactive by ELISA were further
tested with a second-generation immunoblot assay (RIBA HCV
Test System: Chiron, Emeryville. CA). Samples containing suf-
ficient volume were further tested with a dot immunobinding
assay {(Abbott MATRIX HCV). which detects antibody to re-
combinant proteins derived from putative core. NS3, and NS4
regions of the HCV genome and is interpreted as positive for
anti-HCV when there is reactivity to two distinct HCV proteins.
Only sera positive by both ELISA and either the immunoblot or
dot immunobinding assays were considered to be positive for
anti-HCV and to represent active infection. In addition. 42 sam-
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ples were randomly selected and tested for Plusmodivon fal-
ciparumt antibody using an indirect immunofluorescent as-
say (IFA).

The mean age of the population was 21 vears (range, [-79):
80% were female. Sixty-two subjects (9.0%) had a history of
acute hepatitis, and 55 (8.0%) had received a blood transfusion.
Sera from 179 subjects (26.0%; ODR = 1.3) were repeatedly
reactive by ELISA for anti-HCV: however. only 5 sera (0.7%;
ODR = 1.8) were positive and 18 (2.6%: ODR = 1.9) indetermi-
nate by RIBA-2. By dot immunobinding assay. 5 serum samples
were positive (ODR = 2.2) and 33 inconclusive (ODR = 1.6)
among 129 samples that could be tested. Of 4 RIBA-Z-positive
samples with sufficient volume for further testing. 1 was positive
and 3 negative by Abbott MATRIX HCV: of 13 RIBA-2-inde-
terminate samples further tested, 2 were positive. 2 negative,
and 9 inconclusive by Abbott MATRIX HCV.

Hepatitis B surface antigen was found in 43 subjects {6.3%)
and antibody to hepatitis B surface antigen or antibody to hepati-
tts B core antigen in 359 (52.2%). By IFA, 21 subjects (3.1%) had
antibody to dengue-2, 14 (2.0%) to chikungunya. 24 (3.5%) to
Sindbis. 15 (2.2%) to West Nile, 16 (2.3%) to Rift Valley fever,
18 (2 6%) to dugbe. 8 (1.2%) to Ganjam, and 0 to Crimean-
Congo hemorrhagic fever viruses. All 42 tested sera had anti-
body to P. falciparum, and 40% had a titer of ~ 1:1000.

None of the subjects positive for anti-HCV by immunoblot or
dot immunobinding assay had ever had an acute episode of
jaundice or had received a blood transfusion. Subjects positive
by RIBA-2 (mean age. 33 years) or Abbott MATRIX HCV
(mean age. 41 years) tended to be older than other subjects
(mean age, 21 years), but there was no age trend for subjects
with false-positive ELISA or inconclusive RIBA-2 and Abbotit
MATRIX HCV results. False positive ELISA results and incon-
clusive immunoblot or dot immunobinding results were not as-
sociated with the subjects’ sex, history of blood transfusion or
acute hepatitis. antigen and antibody markers of hepatitis B in-
fection, arboviral antibodies. or malaria antibody.

These data suggest that hepatitis C infection is very infrequent
in eastern Kenya: however, false-positive ELISA results and in-
conclusive confirmatory assay results are common but unrelated
to flavivirus infection (dengue, West Nile) [7] and antibody to P.
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Jalciparum. False positvity and inconclusive reactions cluld be
related to prolonged storage of samples. cross-reacting antibody
to unknown antigens. or infection by HOV vanants [8-10]

Kenneth C. Hyams, F. A. Okoth, P. M. Tukei,

David S. Vallari, John C. Morrill, Gary Long,

Jaya Bansal, and Niel Constantine

US Naval Medical Research Insntute, Beihesda, LS Army Medical
Research Institute of Infectious Diseases, Frederich, and Pathotag
Departmeni. University of Marvlund, Bultmore, Kenva Medical
Research tnstinate, Narrobi: Abbott Dragnosies Dusision,

Abbott Laboratories. Abbuit Park, Hliners
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